much greater than normal, is too small to be a significant cause. Hypoparathyroidism is thought unlikely as the plasma phosphorus and theoretical renal phosphate threshold were normal and the alkaline phosphatase raised. Normal blood urea and creatinine clearance exclude renal failure as a cause of hypocalcemia. Fmecal fat excretion was increased, however, on two occasions during an exacerbation of pustular psoriasis, and malabsorption of calcium and vitamin D seems the most likely explanation of the hypocalciemia. The association between steatorrheea and exfoliative skin disease was reviewed by Wells (1962) .
Several observers have reported that hypocalcxmia may precipitate various skin diseases, e.g. impetigo herpetiformis (Beek 1961) , eczema and exfoliative dermatitis (Dent & Garretts 1960) , and psoriasis (Vickers & Sneddon 1963 , Montgomery 1964 . It was originally thought that this patient had intermittent steatorrhoea causing hypocalcwmia, which produced an exacerbation of the pustular psoriasis.
However, in this patient fical fat excretion has been normal during three remissions of the pustular psoriasis. No obvious primary cause of steatorrhoea has been found. There is no clinical evidence of pancreatitis or liver disease, though these cannot yet be excluded definitely. The normal jejunal biopsy, although taken when the pustular psoriasis was in remission, is thought to make a gluten sensitivity unlikely. It is therefore interesting to speculate on the possibility that an exfoliative skin disease could itself produce malabsorption. Hindle & Creamer (1965) recently found 3 patients in whom a history of dermatitis preceded evidence of steatorrheea and suggested the possibility that the skin disease might be the cause of the steatorrhoea.
If this patient relapses, we are hoping to do further investigations including a metabolic balance, pancreatic enzyme measurements and, if possible, a jejunal biopsy when there is malabsorption, to study further the relationship between skin and gut. During remission all tests for malabsorption have been negative and jejunal biopsy showed no abnormality. We have not, therefore, given him a gluten-free diet.
REFERENCES
We have not got a very satisfactory explanation for the folic acid deficiency which is not rare in eczema and psoriasis (Knowles et al., 1963 , Lancet i, 1138 , and I think that this idea of transient malabsorption during exacerbations of skin disease deserves attention. Dr L Fry: So-called 'adult cceliacs', when in a state of clinical remission, may have no steatorrheea, but steatorrhcea can be precipitated by any illness in these subjects. Is this happening in this case? Small intestinal biopsy and appropriate tests on the mucosal specimen are necessary for establishing the diagnosis, or possible other causes for malabsorption.
Dr M Garretts:
We are used to seeing patients with phases of malabsorption, without infection being present.
It is interesting to consider psoriasis as a possible malabsorption disease. Dr MacKenna has reminded us from time to time that the increased pigmentation around healing lesions of psoriasis requires explanation. We do not really know the mechanism of pigmentation associated with steatorrhcea. Since then she has never been entirely free of trouble. There was a relapse of the condition during August 1964 while she was on holiday in Majorca (she had, in the past, been on several occasions to the Mediterranean area but had had no such trouble). She had never observed any seasonal variation in her condition. On examination (24.9.64): Numerous excoriations on the face and upper limbs interspersed with many scars. A few lesions were also present on the lower limbs (Figs 1 and 2). No abnormalities detected in other systems.
The patient made vague mention of having had blisters and added that her skin had always been easily vulnerable. This was thought to be a facile explanation for her self-inflicted injuries. A diagnosis of 'neurotic excoriations' was made, but with some reservations as her general demeanour and the presence of lesions on the fingers were thought not to be entirely consistent.
Biopsy (Dr E A Ryan): 'A biopsy was made from the extensor aspect of the arm. Nothing abnormal was seen in sections stained with hlmatoxylin and eosin, but with the periodic acid Schiff method the capillaries in the upper dermis appeared to be thicker than normal. Lipid was demonstrated in the distribution of these capillaries in fresh frozen sections stained with oil red 0 and with Sudan black B. These changes were not present in a second biopsy made from the flexor aspect of the arm.' Porphyrins: Stool: coproporphyrin 585, protoporphyrin 495 pg/g dry weight (normals <20, < 50 pg/g dry weight). Urine: coproporphyrin 1,990 pg/l. (1, 490 pg/day; normal < 180 pg/day); uroporphyrin 499 pg/l. (370 pg/day; normal <20 pg/day). Blood: copro-and proto-porphyrins within normal limits.
Comment
These stool and urine porphyrin values are com--.'t.S.B::: patible with hereditary hepatic porphyria, i.e. with a low urinary uroporphyrin and the stool copro-and proto-porphyrins being raised but about equal.
In symptomatic hepatic porphyria, the urinary uroporphyrin is usually considerably increased and the coproporphyrin only slightly so. In the
Fig I Lesions onface and upper limbs
stools, the coproporphyrin considerably exceeds the protoporphyrin. Progress: She was treated with Cortacream bandages and trimeprazine tartrate tablets. By her next visit her condition had much improved. On this occasion the vulnerability of her skin was tested and it was found that excoriation did, in fact, remove the epidermis without much difficulty. The possibility of porphyria was entertained and the patient was accordingly investigated. Previous history: Jaundice at age 16. Periods irregular; she had been investigated for sterility.
Obesity had been treated with amphetamine for several years but she had had none since July 1964. She took an occasional phenolphthaleincontaining tablet for constipation. General health good. No other drugs taken. Family history: Father had 'eczema' behind the ears. A nephew also had retro-aural eczema. Ancestors, so far as she knows, all came from this country.
Habits: Very occasional alcohol. Investigations: Blood: Hb 95%. WBC 6,100. It is uncertain whether these cases exhibit neurotic excoriations in porphyrics or whether the picture is consistent with the diagnosis of porphyriaper se.
Dr H J Wallace: Dr Beer has done himself less than justice in that the credit for this diagnosis rests entirely with him. When I saw the patient first I thought that she had neurotic excoriations and rather discounted the indefinite history of skin fragility. We both noted, however, that in addition to linear excoriations she had rather unusual circular scars resembling those sometimes seen in porphyria and lipoid proteinosis.
Dr H D Barnes: It is very familiar to me from South African cases. Other members of the family should be investigated. She may be highly sensitive to barbiturates. Several families in California have low incidence of acute reaction.
Dr G H V Clarke: It is like the case I showed here on November 19, 1964, as a case for diagnosis, but which was probably acne urticata.
Dr A Lyell: Dr Wallace may not have been so wrong about the neurotic excoriations. She has the typical demeanour of the neurotic patient and gives a reluctant and vague history. I am sure that she has scratched herself and it may well be that she has been able to damage herself so much because she has porphyria. On reading the literature of porphyria it is noticeable that many cases have been diagnosed originally as artifacts.
Dr A Jarrett: I would like to suggest that the skin lesions present something midway between the lesions of porphyria and neurotic excoriations. The lesions themselves in a sense represent artifacts, not on the basis of a neurosis but on the basis of excessive fragility of the skin so that slight trauma produces severe lesions.
This case is of great interest as it underlines the complex interrelationships between cases of epidermolysis bullosa and those of porphyria.
Dr I S Hodgson-Jones: A patient with porphyria shown by Dr H Wilson at St John's Dermatological Society on January 7, 1965, was taking phenolphthalein and one of my own patients has been in the habit of taking this drug. I see that this patient also took it. Perhaps the only significance to be attached to this, however, is that patients with porphyria sometimes suffer from constipation.
Dr G C Wells: I am impressed by the excellence of the .rozen sections showing lipid and glycoprotein in the capillary walls in the upper corium. Dr E Ryan has shown these changes to be present in relatively few patients with porphyria cutanea tarda, but such changes are regularly seen in the light-exposed skin of patients with erythropoietic protoporphyria. I wonder if these particular changes have any bearing on the fragility of the skin? 
